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Presenter
Presentation Notes
Last time – “Deciding for Ourselves” – history of emergence of our respect for autonomous dmking.
Autonomy  agency + liberty
Today – “Deciding for Others” – when can’t be autonomous.

We call this “paternalism” (negative connotation) today.
But still common in much of world.
“Interference with, limitation of, or usurpation of individual autonomy justified by reasons referring exclusively to the welfare or needs of the person whose autonomy is being compromised.”(Mappes and DeGrazia)
“Weak” = patient has limited decision-making capacity.  Usually ethically acceptable.
“Strong” = patient’s decision-making capacity is intact.  Ethically disputed.


OBJECTIVES

Through interactive discussion and case studies
participants will be able to ...

Describe the clinical assessment of decision-making
capacity.

Understand the process of surrogate decision-making,
Including “who” should decide and “on what basis”
decisions should be made.

|dentify the different types of advance directives and
appreciate the strengths and weaknesses of each.

Recognize the role for POLST forms.
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Presentation Notes
+ controversies


CASE STUDY
<

A 72 year-old man with multiple medical problems —
Including mild dementia, hypertension, CHF, and
Insulin-dependent diabetes with blindness and
bilateral BKAs — is brought in from home with new
hemiparesis, cough and fever.

How should we make a decision as to whether
Intubation should be undertaken in the event that
his respiratory status deteriorates?
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Algorithm for process of SDMing.


ALGORITHM FOR PROCESS OF
SURROGATE DECISION-MAKING

DMC ?
¥ A
WHQO ? HOW ?
1. Court appointed 1) Advance directive (ID)
2. Advance directive (PD) 2) ‘Substituted judgment’
3. Relation/Moral intimacy 3) ‘Best interest’

“Shared decision-making”
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? DMC
	DMC vws Competence
	Elements – understand; evaluate; deliberate; communicate (+ no relevant delusion)
	Not content/outcome, but process.
	Situation dependent
	“Sliding scale” (?cheating)
	Time dependent – fluctuates > reassess
?WHO?
	Quinlan – 1976 – role of family as surrogate.
	Why family? – want it / know pt (SJ) / unique concern/ bear burdens / privacy
	“Shared DMking” – Pres’ Commission
?HOW? (BASIS):
	SJ
	BI
ADs:

Critiques:	



CASE STUDY
<

A 32 year-old man is in a permanent vegetative state following

traumatic cardiac arrest with prolonged hypoxia. He has a
valid advance directive naming his mother as proxy and
explicitly stating he would not want to be kept alive with
artificial nutrition and hydration should he ever be in a PVS.
His mother understands his wishes, but states that, as his
mother, she could never authorize discontinuation of life-
sustaining fluid and nutrition. After an initial meeting, she has
refused to meet further with the team and does not respond to
phone messages.

Must the team follow her decision to continue ANH?



Criteria for Morally Licit
Proxy

Ready
Willing
Able
Without major, operative conflict-of-interest
Without major, operative ‘psychological antipathy’



CASE STUDY
<

A patient is admitted following trauma, including head injury with
resulting altered mental status. He is confused, disoriented and
unable to understand his situation. He resists all medical
Interventions, thrashes, and says, "Let me go. | want to leave."
He has a chest injury requiring emergent chest tube placement.
There is no family or other appropriate surrogate immediately
available.

Should the patient be allowed to leave the hospital or should he
be placed on a 5150 hold?

Will you place the chest tube without the patient's consent?
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Should the patient be allowed to leave the hospital as he demands?
 No.  The patient's physician assesses the patient and determines that he does not have decision-making capacity.  He is not capable of making an autonomous, informed decision about his own care.  The physician and hospital have a responsibility to provide medical care for this incapacitated, vulnerable person.

Should the patient be placed on a 5150 hold?
 No.  The 5150 and other LPS holds are appropriate only for primary psychiatric disorders.
 
Can the emergency chest tube be placed without the patient's consent?
 Yes.  Under the circumstances of medical emergency and absent immediately available proxy, medical care necessary to alleviate severe pain or to avoid serious disability or death can and should be provided to incapacitated patients.  Time permitting, at CCRMC we use the "Certification of Emergency in Lieu of Consent" (MR-527 - also known as the "Two-Physician Emergency Form") for this circumstance.



CASE STUDY
<

A patient is brought to the ED from an extended
care facility with fever, cough, and somnolence.
The patient does not respond to questions and is Iin
respiratory distress. No family or proxy is
Immediately available. The EMTs show you a
bright pink POLST sheet.

What is this form?
How does it differ from an advance directive?



*ﬁm Physician Orders for Life-Sustaining Treatment (POLST)

* E‘-z First follow these orders, then contact ast Name

;? physiclan. This is & Physician Order Shest
i , besed on the person’s cumant medical condition First /Middle Name
R rr— end wishes. Any section not completed implies

EMSA #111 B full treatment for that section. Everyone shall be Data of Birth Date Form Precared
(Effictive 1/1:2008] ireated with dignity and respect.

A CARDIOPULMONARY RESUSCITATION (CPR):  Person has no pulse and is not breathing.

Chack —l Attempt Resuscitation/CPR —| Do Not Attempt Resuscitation/DNR  (Allow Natural Death)
One  (Section B: Full Treatment required)

When not in cardiopulmenary arrest, follow orders in B and €.

B MEDICAL INTERVENTIONS: Person has pulse and/or is breathing.
Check [_] Comfort Measures Only Use medicalon by any route, positioning, wound care and other measures 1o
Qne relieve pain and suffering. Use ooygen, suction and manual trealment of airway obstruction as needed for

comforl. Anfibiolics only o promate comborl. Transfer if comion needs cannol ba mal in currant Jocation.

Limited Additional Interventions Includes care described above. Use medical treatment,
anfibiolics, and V lluids as indicaled. Do nol intubale. May use nan-invasive pasitive airvay pressure.
Generally avoid inlensive care.

— Do Not Transfer to hospital for medical interventions. Transfer if comfort needs cannot be mat in curmant location.
D Full Treatment Includes care described above. Use inlubation, advanced airway inlerventions,

mchanical ventilation, and dafibrillation/cardioversion as indicaled. Transfer to hosmtal if indicaled.
Includes infensive care.

Additional Orders:

c ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
Check Mo artificial nutrition by tuba. Defired trial paried of arificial nutrition by tube.
Ons

Long-term artificial nutrition by Wube.
Additional Qrders:

SIGNATURES AND SUMMARY OF MEDICAL CONDITION:
Discussed with:

D Petiant D Health Care Decisionmaker D Parent of Minar D Ciourt Appointed Conservator D Other:
Signature of Physician

My signature below indicates to the best of my knowledge that these orders are consistent with the person's medical condition
end praferencas.

Print Phiysician Name Physician Phone Mumber Cate

Physician Signature (reguired) Physican License #

Signature of Patient, Decisionmaker, Parent of Minor or Conservator

By signing this form, the legally recognized decisionmaker acknowledges that this request regarding resusciiabive measures s
consistent with the known desires of, and with the best intarest of, the individual who i the sulbject of the fomm.

Signetura (required) Meme (print} Relationship (wrile salf if patient}

Summery of Medical Condition Office Usa Only

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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Presentation Notes
Origins – ‘failure’ of ADs.
Select popn – not surprised if die w/in 1 year.
Key elements:  target popn / MD orders / portable / legal cover.


CASE STUDY
<

A 4 year-old boy adamantly refuses stitching
of a scalp laceration despite all efforts to
convince him.

What will you do?
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Peds – no agency/DMC.


CASE STUDY
<

A 12 year-old girl with advanced cancer
refuses a fourth round of chemotherapy.
The treatment offers no realistic hope of
cure but could potentially extend the
patient’s life by several months. The
parents want the treatment.

What will you do?
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Peds – developmentally 14 yo; as early as 9; “mature minors”, “assent”.


Criteria for Morally Licit
Forcing of Treatment

= Patient lacks decisional capacity.

« Work closely with surrogates.

« Consider alternatives.

« Consider patient resistance in benefit/burden calculus.
« Explain to patient why actions are taken.

= Strive for patient’s assent.

= Minimize restraints and interventions to extent
consistent with quality of care.



CONTROVERSIES
<

Authenticity and durability of advance directives.
Physician recommendations.
Physiologic markers of decisional capacity.



ALTERNATIVE PARADIGMS
<

Trust Model
Narrative Model
Justice Model
Beneficence Model
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TRUST (“Informed Transfer”):
	Proxy judgment of moral intimate
	Authority of loving, trusted relationship
	Family and community trusted to decide 
	Family has strong subjective appreciation of patient’s good
	As my good recedes – it becomes their good
	Patient’s prefer (70-80%) fam (c MD) to decide, even if never discussed or if wrong

NARRATIVE:
	SDM moral authority based upon continuing the narrative
	“William T” case

JUSTICE:
	Legitimates moral relevance of others’ interests (fam; care givers; society)
	?? Challenge to Hippocratic ethic “for this patient”

BENEFICENCE:
	≠  Paternalism model
	≠  Rights model  (ID proxy > info > proxy decides > MD acts)
	    Rights + power (+ guilt) with family.  ?? = abandoned.
	=  Search for ‘patient’s good’
	    Don’t focus on decision node!
	    “Tell me about your father.” > values and narrative > MD recommendation
	    MD remains patient advocate – must steer and evaluate
	    “Shared decision-making” – MD shares responsibility and burden
	    Mutual obligation / shared quest / consensus – NOT rights and power
	    Continuity helps!
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